Weapons of mass seduction
A government spending five dollars too much on a screwdriver brings charges of scandal. Spend billions extra on health care with little discernible result and the public smiles approvingly. In Canada, health care spending rose by a whopping 42% between 1997 and 2003, yet only 5% of Canadians identify cost as their principal health care concern (49% say it is access, 33% quality, and 13% the health of the population). 1 Health care already consumes 15% of gross domestic product in the US and will doubtless devour more as legislators draft 700 page laws to conceal their accommodations to the pharmaceutical and insurance industries while ostensibly improving the lot of seniors and the uninsured. In the UK, a centrepiece of the Blair government has been the systematic ramping up of health care spending. 2 By 1999, Japan had 23 MRI scanners for every million people, when the median in OECD countries was five. 3 The roads to the health care future seem paved with gold.
By crude measures the return on investment is negligible. There is no correlation between life expectancy and health care spending beyond about US$500 per capita per year. 4 The extreme outlier is of course the US, which spends the most -within the advanced OECD countries -and achieves the least. But what the public values is more than crude measures and faceless statistics: the magic of diagnostic imaging, the statins that wrestle cholesterol, the drug-induced erection, and a panoply of analgesics and balms for the pains of mortality and sinful behaviour. For the persistent headache we seek reassurance from the MRI; entrepreneurs market the whole body scan as the 'next big thing'. Dylan Thomas urged us not to go gentle into that good night. Today we are restless by half past noon: rage, rage against the sagging of the flesh.
Such are the growing preoccupations of the well-to-do which, depending on your definition, includes the politically important third or half of the population in wealthy nations. Democratic governments resist such desires at their peril. Publicly financed health care set out to meet everyone's essential needs and collectivise risk. What used to be public funding of public goods is now public funding of an increasingly commodified set of transactions. 'Needs' are now both basic and manufactured, health care is seen as a major element of quality of life. The redistributive element remains: by and large, the low-income, sick person consumes more services than the stockbroker to the right and the teacher to the left. In a neoconservative age, health care stands out as the last, best exemplar of cross-subsidisation: the well-off pay many times the value of the services they use and, thus far, appear to feel good about supporting the public system; the poor pay only a fraction of what they use; 5 equity wins in a game without losers. Triples all around and if we're all drunks, does any of us have a problem?
Well, two, to be precise. One is that socio-economic health disparities are widening not shrinking. This is true not only where political sentiment champions inequality (most notably, the US), but also in famously egalitarian northern European nations. 6, 7 The second is that health care designed for an articulate and assertive middle class, whose needs are typically episodic and selflimiting, often works less well for disadvantaged people with complex physical and mental health problems 8 and chronic diseases. 9 Even preventive measures work better among higher socio-economic groups. 10 Certainly we continue to chirp in favour of 'health for all' and cleave rhetorically to the vision of Alma Ata. Such aspirations face a sobering reality: a seemingly limitless appetite for higher health care spending irrespective of its impact on health; public financing of a vast bazaar of consumer products; and persistent and even growing health disparities that health care cannot by itself do much about and may even exacerbate. Jobs, income support, free or low-cost education, good public transportation, publicly accessible green spaces and other infrastructure -such are the tools that create opportunity and quality of life for those of limited means. In a zero-sum public spending scenario, health care typically eats the lunch of these other sectors. The unintended consequence is that health status may decline relatively and perhaps even absolutely, among the very groups publicly financed health care was principally intended to help.
Defenders of health care spending point out, rightly, that its share of the gross domestic product has not risen alarmingly and people seem to want more, not less of it. But the other contemporary mantra is tax reduction. Governments have by and large committed themselves to capped or reduced revenue growth, higher health care spending and not spending more than they take in (the US being a notable current exception). The main casualties are (non-health care) social spending and their beneficiaries. Health care remains largely public, while improving the determinants of health is privatised by stealth or conviction. For addressing the symptoms of deprivation, behaviour, genes, luck and worry, there is more and better; for addressing (some of) their root causes, there is less and worse.
Some of this was predictable: the ingenuity of health research and entrepreneurship generates an impressive array of innovations, feeds on natural human insecurities and makes a mockery of attempts to hold the line on costs or the definition of 'medically necessary'. Thus far, the better-off don't seem to mind subsidizing their fellow citizens as long as the system serves them decently. The downside is that when public concerns J Health Serv Res Policy Vol 9 No 3 July 2004 129 about social equity focus so narrowly on the domain of health care, there is less appetite for more fundamental forms of health-enhancing redistribution.
Two questions emerge: should anything be done, and if so, can it be done? The 'should' question is ultimately democratic: let the public decide on how much health care it wants to consume and live with the consequences, even if the choices appear irrational to some or if their indirect effects actually widen disparities. To champion democracy is not to succumb to theories of historical inevitability. Societies may make choices under conditions of ignorance that they would modify under conditions of modest enlightenment. Enlightenment requires knowledge, such as the tricky work of estimating what health care at the margin actually produces in concrete terms, identifying who wins and who loses in the allocation of funds within and outside health care, and presenting alternative but realistic scenarios.
The public, and therefore governments, will continue to privilege health care until they are moved to privilege something else. A crucial step is to adopt a more comprehensive notion of performance. First, launch a sustained public discussion of the extent and consequences of health disparities and the impotence of health care to reduce them substantially. Second, look hard at the evidence on which approaches to social spending actually produce the intended benefits: not all hands out are hands up. Third, systematically work with the media to balance their shock and awe at every new invention and technique with a thirst to expose excessive and useless health care consumption (a sideeffect of which would be better health care quality). Fourth, create methods for cross-sectoral comparison, such as the costs and benefits of various therapies versus investments in other sectors. Possibly, even a wellinformed public served by astute media would opt for essentially what it has now -only more of it. But as recent geopolitical events show, there is no escaping the effects of growing inequalities and its costs accrue to everyone. Both self-interest and altruism suggest a frontal assault on disparities and, in wealthy nations, 
Using questionnaires in qualitative interviews
At the simplest level (although this is perhaps not exactly what was intended), the paper in this issue on Questerviews (p.139-145) reads as something of a cautionary tale about the limitations of questionnaires, even those that have well-established psychometric properties and a strong history of validation. 1 The examples of the ways in which people respond to standardized questions in a qualitative interview are very revealing and pander to some prejudices about questionnaires: such as, they tend to be at best rather simplistic and at worst full of distortions. The respondents in the authors' studies were led astray by all the problems of measuring perceptions documented in the literature. 2 They misinterpreted questions, attempted to guess the answers that the researchers were looking for, presented themselves in ways that increased their own self-esteem, provided their own contextual anchors that distorted the meanings of the questions and made simple mistakes that resulted in responses that were the exact opposite of what was intended. The verbal protocols collected by the authors should disturb some fondly held but entirely fallacious beliefs that as long as you have obtained a number on a Likert scale, your research data are objective.
